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WHO REFERRED YOU TO LAUREATE

REASONS FOR APPOINTMENT - Check below and include a description if “Other”

What is your goal for this visit? [ Medicaton [ ITherapy  [] Second opinion
U] Other:

What problems or symptoms are you wanting to address? [ Depression L] Anxiety
[] Attention/memory [ Substance use [ Eatingissues  [] Hearing or seeing things
L] Other:

Stressors that make your problem worse, if any, include: [ Family [JWork [ Health problems
[l Finances [ Other:

PAST MENTAL HEALTH TREATMENT

Have you been diagnosed with mental health issues in the past? LINo  [Yes, what diagnoses have
you had?

Have you been diagnosed with mental health issues in the past?
At what age were you first evaluated and/ or treated for this?

Have you ever been treated for mental health issues with medications? LINo  [Yes, please provide
the approximate date and name of provider

Have you had any alternate treatments for mental health symptoms such as:
LJECT  [dTranscranial stimulation [ Vagal nerve stimulator
L1 Other:

Have you ever seen a therapist for mental health symptoms? I No [ Yes, please provide
the approximate date and name of provider

Have any of your past treatments been helpful? LONo  [Yes, which one(s)

Have you ever been hospitalized for mental health reasons? [1No [ Yes, please list the approximate
date, facility, and reason for admission:

Have you ever attempted to harm someone other than yourself? [INo [lYes
Have you ever considered hurting someone else? [ INo [lYes

Have you ever been subjected to abuse? [ INo [lYes, what type? []Physical []Sexual []Verbal
L1 Other:

What time in life was this? [ Childhood  [] Adulthood

Please elaborate as needed:

Have you ever taken psychiatric medications? [1No [Yes, please, if known, list the name of the
medication, approximately how long you took it, noting if it was helpful or not helpful. Please also note any adverse
effects you may recall experiencing:

Have you ever attempted suicide? [INo [IYes

Have you ever considered or thought about suicide? [INo [JYes

Have you ever harmed yourself with or without suicidal thinking? [I1No [IYes
Are you dealing with these thoughts currently? [INo [Yes
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SUBSTANCE USE HISTORY

Circle any of the following substances that you have a history of using either currently or in the past.
Indicate if use is current.

SUBSTANCE EORRENUSE DETAILS

YES NO

Caffeine

Tobacco

Pain Medications

Anxiety Medications

Sleep Medications

Marijuana

Methamphetamine

Cocaine

Club drugs

Hallucinogens

Others

FAMILY MENTAL HEALTH HISTORY

Do you have any history of mental iliness in your family? [ INo  [Yes, who and what kind of problem
did he/she have?

Did any person in your family try to harm themselves or others? [ INo [lYes, who

Did any person in your family require admission to a psychiatric hospital? [ 1No [Yes, who

Did any person in your family take psychiatric medication? LONo  [Yes, who and what medication,
if known?
Was it helpful?  [1No  [lYes

Please explain further if needed:
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SOCIAL HISTORY

Living: [JAlone [Jwith Family = [Jwith Spouse [ with Significant Other
U] Other:

Are there children in the home? [ INo [lYes, names and ages:

Sexual orientation:

Are you sexually active currently?: [LINo [lYes, method of contraception if used

Do you engage in risky sexual behaviors? [INo [Yes

Educational level: [ ]Less than High School  [] Graduated High School [l Technical School
[]Some College  [] Completed College  [] Graduate School
Degree if applicable:

Religious affiliation: [ ] Atheist [ Agnostic [ Religious [ Other:
Are you active in religion? LINo  [lYes, with what religious group do you identify yourself most closely?

Were you raised in another religion? [INo  [lYes, which one?

Military service? [INo [Yes, what branch? Length of service?
Highest rank? Type of discharge?

Do you have a support person or group in your life? [1No [Yes, who provides this support to you?

PAST MEDICAL HISTORY

Who is your primary care physician:

Do you current see any other specialists for any reason? [ INo [Yes, for what reason? Please include
their name if known:

Do you have any medication or food allergies?: LINo [lYes, please list

ADDITIONAL COMMENTS

PATIENT SIGNATURE DATE TIME

CLINICIAN’S SIGNATURE and CREDENTIALS DATE TIME




